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PREFACE 


The  Health  Care  Financing  Administration  is  pleased  to  make 
available  this  report,  HOSPICE  CARE  IN  THE  U.S.,  which  was  developed 
by  the  Subcommittee  on  Professional  Education  and  Training,  Interagency 
Committee  on  New  Therapies  for  Pain  and  Discomfort. 

The  hospice  concept  is  now  a  reality  in  America  and  this  philosophy 
of  care  is  on  the  ascendancy.    It  offers  a  way  of  improving  health 
and  social  care  for  the  terminally  ill  and  dying  and  their  families. 

This  concern  for  terminal  illness  and  death  provides  an  opportunity 
for  health  professionals  to  elevate  their  practice  and  performance. 
This  report  was  developed  to  contribute  to  the  elevation  and  innovative 
approaches  in  the  care  of  the  sick  and  the  dying. 

Uncontrolled  pain  is  one  of  the  most  feared  symptoms  for  patients 
and  their  families.    The  effective  management  and  control  of  symptoms 
are  necessary  in  the  care  of  the  dying.    This  report  identifies  symptoms 
and  describes  some  of  the  preferred  methods  for  symptom  management 
and  control  based  on  known  techniques  and  common  experiences.  This 
document  is  not  intended  to  be  a  rigid  set  of  guidelines  to  be  followed 
in  all  cases  nor  do  the  preferred  methods  of  treatment  detailed  in 
this  report  preclude  further  improvements  or  changes  in  the  future. 
Flexibility  and  individualized  treatment  and  care  plans  are  the  cornerstone 
of  the  hospice  armamentarium. 

It  is  our  hope  that  this  report  will  provide  a  frame  of  reference 
for  caregivers  in  improving  their  services  to  patients  and  families 
whom  they  have  been  given  the  privilege  to  serve. 


Carolyne  K.  Davis,  Ph.D. 
Administrator 

Health  Care  Financing  Administration 
September  1982 


I.  Introduction 


Americans  have  recently  been  undergoing  some  changes  in  attitudes 
toward  death  and  dying  and  have  begun  to  recognize  the  need  for  humanizing 
our  health  care  system  to  make  room  for  a  new  and  growing  "hospice" 
movement  in  the  United  States.    Although  the  hospice  concept  is  just 
beginning  to  evolve  in  our  country,  a  growing  interest  and  enthusiasm 
has  become  evident  throughout  America.    The  emergence  of  the  American 
hospice  program  has  stimulated  an  interest  within  the  Federal  government 
in  the  improvement  of  care  for  terminally  ill  patients  and  their  families, 
particularly  in  the  areas  of  pain  control  and  the  psychosocial  aspects 
of  terminal  illness. 

The  hospice  concept  has  begun  a  revolution  in  our  American  health 

care  system  and  in  the  values  of  American  people  regarding  terminal 

illness  and  care  of  the  dying.    Even  studies  and  programs  to  improve 

long-term  care  of  chronically  ill  and  elderly  patients  have  come 

to  the  forefront  of  national  attention  due  to  the  emphasis  on  pain 

control  and  humane  care  of  the  patient  and  family  experiencing  terminal 

illness.    It  is  an  exciting  time  for  health  professionals  involved 

in  all  areas  of  health  care.    It  is  hoped  that  this  report  will  be 

useful  to  all  health  professionals  who  care  for  the  terminally  ill 

and  dying.    It  is  not  intended  that  this  report  address  all  issues 

in  hospice  practice.    Appropriate  references  are  provided  when  indicated. 

The  role  of  hospice  has  not  yet  been  determined  by  the  Federal  government 
which  is  still  in  the  process  of  learning  where  and  how  hospice  fits 
into  our  system  of  health  care.    A  significant  development  which 
came  out  of  the  widespread  grassroots  interest  and  identified  need 
for  change  in  our  existing  health  care  system,  and  in  particular 
in  the  area  of  care  for  the  terminally  ill,  was  the  creation  of  an 
Interagency  Committee  on  New  Therapies  for  Pain  and  Discomfort  within 
the  Department  of  Health  and  Human  Services  (DHHS)  in  1978. 

In  February  1979,  a  national  conference  was  held  at  the  National 
Institutes  of  Health  on  Pain,  Discomfort  and  Humanitarian  Care  where 
leaders  in  pain  research  and  terminal  care  presented  their  findings 
and  perceptions.    Papers  ranged  from  technical  reports  of  pain  studies, 
to  principles  of  terminal  care  and  philosophical  discussions  of  how 
to  provide  an  easeful  death.    W  2/    A  challenge  was  also  made  to 
health  professionals  to  look  at  the  Wellness-Illness  continuum  in 
a  new  way  so  that  more  humane  care  for  the  dying  would  prevail.  ,3/Later, 
in  May  1979,  a  report  4/  was  submitted  to  the  President  of  the  United 
States  addressing  areas  of  clinical  management  of  terminal  care. 
In  addition,  the  following  components  within  DHHS  have  been  active 
in  the  development  and  implementation  of  the  hospice  concept.  These 
are:    Public  Health  Service  (National  Cancer  Institute,  National 
Institute  on  Aging,  Alcohol,  Drug  Abuse  and  Mental  Health  Administration, 
National  Center  for  Health  Services  Research  and  Health  Resources 
Administration) ;  and  the  Health  Care  Financing  Administration. 
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II.     Pioneers  in  Terminal  Care 


Two  physicians  are  considered  to  be  pioneers  in  terminal  care.  Elizabeth 
Kubler-Ross  promoted  an  understanding  of  terminal  illness  by  identifying 
"stages  of  dying"  that  she  believes  many  terminally  ill  patients 
experience  to  some  degree  as  they  approach  death:    Denial,  Anger, 
Bargaining,  Depression  and  Acceptance.     5/    This  concept  is  now  generally 
accepted  by  most  health  professionals.     Practitioners  in  terminal 
care  (as  well  as  Kubler-Ross)  caution  that  these  stages  may  not  be 
progressive  in  a  sequential  pattern  as  presented  in  the  order  listed 
above,  that  patients  can  repeat  a  stage/stages  and  may  never  progress 
in  either  direction. 

Dame  Cicely  M.  Saunders,  founder  of  the  modern  hospice  concept  as 
well  as  founder  and  director  of  St.  Christopher's  Hospice,  London, 
England  has  focused  on  the  problems  associated  with  terminal  illness, 
(primarily  patients  with  malignant  diseases).    She  and  her  colleagues 
have  developed  a  methodology  of  pain  control  as  well  as  techniques 
in  controlling  a  number  of  distressing  symptoms  of  terminal  illness. 

III.    Definition  of  Hospice 

Although  still  evolving  with  no  one  definition  decided  upon  or  accepted 
by  everyone,  the  following  statement  embodies  most  of  the  current 
concepts  about  hospice  care: 

Hospice  is  defined  as  a  concept  not  a  place,  a  way  of  dealing 
with  dying  patients.    The  place  of  care  should  be  left  to  the 
patient/family  and  physician.     It  is  a  program  in  which  emphasis 
is  placed  upon  palliative  and  supportive  care  to  meet  the  special 
needs  of  patients  and  their  families  during  the  final  stages 
of  illness.    Full  scope  health  services  are  provided  by  an  organized 
interdisciplinary  team,  available  on  a  24-hour-a-day ,  seven-days- 
a-week  basis.  6/ 

The  details  of  the  terminal  state  may  vary  according  to  the  basic 

underlying  disease  process.    For  example,  terminal  illness  is  not 

a  homogeneous  entity  but  has  different  degrees  of  physical  impairment 

due  to  the  underlying  disease,  all  of  which  are  reflected  in  the 

emotional  state  of  the  patient  and  family.    Thus,  the  following  operational 

definition  of  terminal  illness  has  been  promulgated: 

A  state  of  disease  characterized  by  a  progressive  deterioration 
with  impairment  of  function  and  survival  limited  in  time,  usually 
from  several  days  to  a  few  months.  7/ 
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IV.  Hospice  Goals 

o       Emphasize  the  patient/family  as  the  unit  of  care. 

o       Help  patients/families  to  live  as  fully  and  comfortably 
as  they  choose. 

o       Maintain  dying  patients  at  home  as  long  as  possible,  when 
desirable  and  feasible. 

o       Supplement,  not  duplicate,  existing  health  and  social  services. 

o       Educate  and  train  health  professionals  and  lay  persons 
in  the  care  of  the  terminally  ill. 

o       Work  towards  achieving  quality  care  that  is  both  cost-effective 
and  cost-beneficial. 

o       Develop  a  bereavement  program  for  the  patient  and  surviving 
family. 

o       Manage  distressing  physical  and  psychological  symptoms 
of  dying  patients. 

o       Develop  an  interdisciplinary  professional  team  «f  or  service 
and  consultation. 

o       Support  on-going  clinical  research  to  advance  new  knowledge 
in  terminal  care. 

V.  Medical,  Health  and  Social  Care  Needs  of  Patients  and  Families 
Including  Bereavement  Services 

What  people  need  most  when  they  are  dying  is  relief  from  the  distressing 
symptoms  of  their  disease,  the  security  of  a  caring  environment, 
sustained  expert  care,  and  the  assurance  that  they  and  their  families 
will  not  be  abandoned. 

Terminal  illness  presents  unique  and  special  problems  for  the  patient 
and  family.    Because  the  needs  of  patients  and  their  families  are 
so  unique  and  individualized,  care  requires  a  more  complete  and  responsive 
approach  than  traditional,  cure-oriented  acute  care  facilities  have 
allowed.     The  process  of  dying  from  terminal  illness  is  a  stressful 
experience,  especially  during  the  transition  phase  when  a  diagnosis 
is  made  that  curative  treatment  will  no  longer  affect  a  meaningful 
change  in  the  ultimate  prognosis.     During  this  stage,  many  patients 
encounter  an  attitude  that  all  too  frequently  results  in  the  patient's 
isolation  due  to  failure  to  shift  much  needed  attention  and  effort 
from  the  disease  process  to  the  dying  process.     Thus,  the  isolated 
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patient  is  left  very  much  alone  to  cope  with  many  and  varied  distressing 
symptoms  which  could  and  should  be  treated.     For  purposes  of  this 
report  palliative  care  in  the  hospice  context  means  ..."Palliation 
aimed  at  increasing  the  quality  of  survival  (symptomatic  control 
only...."  8/    The  primary  objective  of  palliative  care  is  to  alleviate 
the  distressing  symptoms  which  occur  during  the  advanced  stages  of 
terminal  disease,  including  not  only  the  clinical  treatment  of  physical 
symptoms,  but  serious  and  equal  attention  to  the  patient's  emotional, 
spiritual,  and  social  needs.    9/    Palliative  care  may  also  include 
tumor  oriented  therapy  for  symptom  control.    An  example  is  the  use 
of  radio-therapy  to  localized  bony  metastatic  lesions  for  pain  control. 

Patient  management  is  based  upon  the  principles  of  aggressive  palliative 

care,  a  holistic  clinical  approach  which  is  maintained  throughout 

the  illness,  up  until  the  moment  of  death.    Because  palliative  care 

means  total  care  for  the  patient,  the  unit  of  care  includes  the  patient's 

family.    When  the  patient  suffers  so  does  the  family,  and  understandably, 

the  reverse  is  also  true.    The  attitude  of  the  family  towards  the 

illness  and  impending  death  must  be  considered  equally  as  important 

as  the  patient's  both  during  the  illness  and  during  bereavement  following 

death.     Dr.  Cecily  Saunders  described  this  delicate  period  for  the 

patient  and  family  as  "the  unique  time  in  the  patient's  illness  when 

the  long  defeat  of  living  can  be  gradually  converted  into  a  positive 

achievement  in  dying...    Paradoxically,  this  can  be  a  time  for  reconciliation 

and  fulfillment  for  the  patient  and  his  family,  and  it  may  be  the 

most  important  period  that  they  spend  together."  1 0/ 

Although  the  staff  is  required  to  use  many  known  medical  techniques, 
one  of  the  major  differences  between  terminal  care  and  cure-oriented 
care  is  that  the  specific  orientation  and  knowledge  necessary  for 
effective  terminal  care  is  geared  to  the  special  problems  associated 
with  the  dying  process.    These  problems  require  attention,  careful 
monitoring,  continuous  assessment  of  procedures  and  the  use  of  creative 
polypharmacy.     It  is  particularly  important  that  the  staff  be  experienced 
and  knowledgeable  in  the  most  modern  developments  of  clinical  pharmacology 
so  that  the  patient's  symptoms  may  be  treated  most  effectively. 
The  appropriate  choice  of  drugs,  the  carefully  determined  dose  and 
combination  of  medication,  and  close  and  careful  monitoring  to  assess 
the  effect  are  crucial  to  control  of  symptoms  in  those  with  advanced 
malignant  disease  in  the  terminal  phase  of  their  illness.  1 1 / 

The  families  of  patients  who  die  while  enrolled  in  a  hospice  program 
should  have  available  to  them  counseling  and  follow-up  support  for 
a  period  of  at  least  one  year  after  the  patient's  death.  Bereavement 
services  consist  of  assistance  toward  emotional,  personal,  social, 
physical  and  economic  adjustment  to  death  and  loss.  Bereavement 
involves  a  coming  to  grips  with  terminality  and  the  overall  objective 
is  a  healthy  approach  to  coming  to  terms  with  dying.    This  very  special 
and  individual  experience  may  take  days,  weeks,  months  or  years  but 
in  each  case  the  individual,  through  words  and  actions,  is  able  to 
set  the  timetable.  12/    It  is  important  to  note  here  that  for  most 


4 


individuals  the  bereavement  period  is  a  normal  process,  "bereavement" 
is  not  an  "illness."    However,  it  is  highly  important  for  any  bereavement 
program  to  identify  "high  risk"  families,  that  is  those  who  require 
more  intensive  services  because  of  severe  adjustment  problems  in 
coping  with  loss. 

VI.    Symptom  Control 

The  effective  management  and  control  of  symptoms  have  been  achieved 
with  reported  success  by  such  programs  as  St.  Christopher's  Hospice, 
London,  13/  the  Palliative  Care  Service  of  the  Royal  Victoria  Hospital 
in  Montreal,  Canada,  14/  and  Connecticut  Hospice,  Inc.,  of  Branford, 
Connecticut.  15/      The  experience  of  such  programs  has  resulted  in 
the  identification  of  certain  symptoms  which  are  commonly  recognized 
and  documented  as  being  associated  with  terminal  illness. 

The  following  section  identifies  symptoms  and  describes  some  of  the 
preferred  methods  for  symptom  management  and  control  based  on  known 
techniques  and  common  experiences.    This  section  is  not  intended, 
however,  to  be  a  rigid  set  of  guidelines  to  be  followed  in  all  cases, 
nor  do  the  preferred  methods  of  treatment  outlined  below  preclude 
further  improvements  or  changes  in  the  future.    It  should  be  understood 
clearly  that  flexibility  and  individualized  treatment  and  care  plans 
are  the  cornerstones  of  the  medical  armamentarium. 

A.  Pain 

One  of  the  most  feared  symptoms  for  patients  with  malignant 
disease  and  their  families  is  that  of  uncontrolled  pain.  Although 
large  national  epidemiological  studies  have  not  been  conducted 
to  assess  the  incidence  of  cancer  pain,  many  authorities  believe 
that  cancer  is  not  usually  painful  at  its  onset  nor  during  the 
early  stages  of  the  disease.    However,  Bonica  J_6/  states  that 
surveys  conducted  in  cancer  hospitals  and  cancer  wards  suggest 
that  moderate  to  severe  pain  is  experienced  by  40  percent  of 
the  patients  in  the  intermediate  phase  of  the  disease  and  by 
50  to  80  percent  of  the  patients  with  advanced  metastatic  cancer. 
He  further  estimated  that: 

...about  750,000  Americans  with  cancer  have  mild  to  moderate 
pain,  and  about  250,000  have  severe  to  very  severe  pain.  17/ 

There  is  over  1 3-year 's  experience  in  England  and  North  America 
among  physicians  in  the  hospice  (palliative  care)  movement  who 
state  categorically  that  this  most  feared  symptom  can  be  controlled 
in  all  but  a  few  cases  by  an  understanding  of  terminal  pain, 
and  by  the  proper  use  of  currently  available  narcotics  administered 
orally  along  with  other  drugs  which  potentiate  their  effect. 
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The  following  lists  several  basic  principles  of  pain  management: 

o       Pain  must  be  carefully  evaluated  to  identify  the  cause. 

o       A  fixed  schedule  of  the  analgesic  is  required  to  prevent 

the  pain  and  erase  the  "pain  memory."    This  avoids  an  apparent 

conditioning  state  of  "pain  behavior"  while  waiting  for 

pain  to  reappear  (as  with  prn  orders)  and  accentuates  the 

problem  of  pain  control.  18/  19/    However,  in  some  patients, 

it  may  be  necessary  for  an  additional  prn  order  for  unusual/severe 

pain  and  optimum  pain  control.    Further,  many  hospice  physicians 

advocate  a  sliding  scale  of  5  mgm  less  or  more  than  the 

ordered  dose  for  the  hospice  nurse  to  administer  within 

the  time  schedule  based  on  the  patient/nurse  assessment 

of  pain  control. 

o       Opiate  Narcotic  analgesics  are  recommended  to  control  moderate 
to  severe  pain.    Milder  analgesia  is  recommended  for  less 
severe  pain.    It  should  also  be  noted  that  scientific  studies 
to  date  show  that  morphine  is  equally  effective  as  heroin 
(diamorphine)  when  used  appropriately.  20/  21/ 

o       Oral  administration  of  narcotic  analgesia  has  proven  to 

be  the  preferred  route  not  only  for  ease  of  administration 
but  also  to  avoid  the  difficult  and  painful  parenteral 
administration  to  the  cachectic  patient. 

o       Liquid  preparations  are  preferred  since  they  are  easier 

to  swallow  than  tablets,  and  dosages  are  more  easily  adjusted. 
A  commercially  prepared  elixir  of  morphine  is  now  available. 

o       Individual  titration  to  dose  and  time  to  attain  a  level 
of  analgesia  without  a  clouded  sensorium  is  important. 
Mount  22/  states  that  for  most  patients  with  advance  malignant 
disease,  chronic  pain  can  be  controlled  with  5-20  mg  of 
an  elixir  of  morphine  per  dose.    Further,  small  or  elderly 
patients  may  require  as  little  as  2.5  mg. 

o       Nausea  and  vomiting,  a  common  side  effect  and  more  pronounced 
on  initiation  of  narcotic  therapy,  can  be  controlled  by 
an  adjuvant  antiemetic  medication.    Phenothiazine  drugs 
are  commonly  used  and  administered  initially  at  the  same 
time  with  the  narcotic.    In  some  cases,  it  may  be  discontinued 
after  a  few  days. 

o       Drug  tolerance  and  physical  or  psychologic  dependence  are 
not  considered  problems  when  narcotics  are  used  for  the 
pain  of  malignant  disease.    It  is  the  undertreatment ,  with 
inadequate  doses  of  one  or  more  narcotic  analgesics,  which 
produce  a  patient  who  appears  to  be  addicted,  demanding 
"medication"  every  2-3  hours.    The  usual  problems  associated 
with  narcotic  administration,  such  as  drug  tolerance  and 
physical/psychological  dependence,  are  not  points  of  issue 
in  proper  management  of  terminal  pain.  23/  24/  25/  26/27/ 
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o       Constipation,  a  frequent  and  troublesome  side  effect  of 

prolonged  opiate  use,  can  be  prevented  by  using  the  combination 
of  a  stool  softener  and  a  bowel  stimulant  at  the  time  of 
starting  the  narcotics. 

In  sum: 

A  wise  person  is  one  who  knows  the  depth  of  his  or  her  ignorance. 
By  this  criterion,  many  physicians  are  less  than  wise  in  their  use 
of  narcotic  analgesics,  especially  in  cancer  patients.  28/ 

The  above  statement  may  also  include  nurses.  It  is  clear  that  the 
health  care  profession  needs  a  reorientation  and  education  to  some 
outmoded  concepts  of  pain  control. 

B.  Weakness 

The  most  common  symptom  which  is  present  in  most  patients  with  terminal 
illness  is  weakness.    Once  it  is  determined  that  the  cause  of  weakness 
is  not  due  to  any  correctable  deficiencies,  such  as  anemia,  management 
can  be  approached  in  terms  of  both  prevention  and  treatment.  The 
physician,  nurse  and  physiotherapist  must  first  determine  a  careful 
balance  between  the  patient's  need  for  physical  exercise  to  induce 
strength  and  need  for  rest  to  prevent  fatigue  and  over-exertion. 
Bedpans,  commodes  and  similar  devices  are  effective  in  avoiding  fatique, 
whereas  careful  positioning  and  appropriate  exercises  as  suggested 
by  the  physiotherapist  are  effective  in  building  strength.    In  some 
cases  of  non-specific  weakness,  the  administration  of  glucocorticoids 
may  be  effective. 

C.  Gastrointestinal  Symptoms  29/ 

The  most  common  symptoms  of  gastrointestinal  distress  include  thirst, 
anorexia,  nausea  and  vomiting,  dysphagia,  constipation,  diarrhea, 
ascites,  hiccoughs,  and  malignant  bowel  obstruction. 

Thirst  -  In  the  advanced  stages  of  disease,  good  mouth  care  will 
normally  counteract  the  symptoms  of  thirst  and  dry  mouth.  Thirst 
is  one  of  the  most  common  gastrointestinal  symptoms  due  to  the  side 
effect  of  phenothiazines,  antihistamines,  and  tricyclic  antidepressants. 
The  offering  of  frequent  sips  of  liquid,  gum,  sour  candies,  ice  chips 
and  lemon  glycerine  sticks  are  some  of  the  effective  methods  the 
health  care  staff  can  use  for  good  mouth  care.    Mouth  washes  which 
contain  astringents  or  local  anesthetics  are  particularly  effective 
in  alleviating  stomatitis. 

Anorexia  -  One  of  the  most  common  characteristics  of  terminal  disease 
is  anorexia.    In  order  to  minimize  anorexia  and  the  resulting  wasting 
and  malnutrition,  the  patient,  family  and  health  care  staff  must 
work  together  to  find  the  most  effective  methods  for  stimulating 
the  patient's  appetite  and  maintaining  good  dietary  care. 
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Some  of  the  most  effective  means  of  stimulating  the  patient's  appetite 

include  careful  preparation  of  food  with  special  attention  to  the 

appearance,  aroma,  and  temperature  of  food;  a  varied  and  creative 

menu  allowing  choices  and  including  either  option  of  having  special 

favorite  or  ethnic  foods  prepared  by  staff,  family,  or  friends;  availability 

of  facilities  for  heating  and  cooling  food  at  all  times,  frequent 

but  small  snacks  and  meals;  particular  attention  to  the  psychological 

and  social  aspects  of  eating  (such  as  celebration  of  any  occasion 

or  anniversary  of  staff  or  family  with  food  or  sharing  a  cocktail 

with  a  friend  or  family  member)  and  the  administration  of  glucocorticoids 

which  stimulate  the  appetite.    Also,  nutritionally  balanced  liquid 

supplements  complement  the  basic  diet.    However,  staff  should  assist 

family  in  understanding  that  the  patient  be  permitted  a  choice  of 

"when"  and  "when  not"  to  eat. 

Nausea  and  Vomiting  -  Drug  therapy  is  successful  in  treating  the 

nausea  and  vomiting  which  accompany  advanced  terminal  disease.  Antiemetic 

drugs  need  to  be  regularly  administered  to  combat  these  symptoms. 

Tetrahydrocannibol  (THC),  an  experimental  drug,  has  been  shown  to 

be  effective  for  patients  receiving  chemotherapy  but  has  not  been 

shown  to  be  effective  for  terminal  patients. 

Dysphagia  -  The  difficulty  in  the  coordination  of  the  swallowing 
reflex  can  be  eliminated  by  substituting  liquid  for  pills  and  eliminating 
non-essential  drugs  whenever  possible.    Essential  tablets  can  be 
crushed  and  served  with  soft  foods,  such  as  ice  cream. 

Constipation  -  Constipation  is  a  common  side  effect  of  narcotic  analgesic. 
It  can  be  treated  by  digital  disimpaction,  enemas,  and  suppositories. 
However,  it  is  more  important  that  treatment  be  aimed  at  the  prevention 
of  constipation.    Any  patient  who  receives  narcotic  analgesics  regularly 
should  be  administered  a  stool  softener  and  a  peristaltic  stimulant. 

Diarrhea  -  Mild  cases  of  diarrhea  have  been  successfully  treated 
with  a  variety  of  chalk-containing  compounds.    More  persistent  cases 
may  be  effectively  treated  with  a  gastrointestinal  sedative.  In 
severe  cases,  other  types  of  narcotics  or  mixtures  containing  opium 
may  be  required. 

Rectal  examination  should  be  performed  to  check  for  overflow  diarrhea 
around  fecal  impaction. 

Ascites  -  If  the  abdomen  is  tense,  causing  the  patient  discomfort 
or  dyspnea,  paracentesis  should  be  considered. 

Hiccoughs  -  Inhalation  of  carbon  dioxide,  such  as  that  achieved  by 
breathing  into  a  paper  bag,  is  usually  helpful  in  controlling  this 
symptom.  Effective  drug  therapy  includes  chlorpromazine,  diazepam 
or  simple  antiflatulents. 
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Malignant  Bowel  Obstruction  -  In  the  advanced  stages  of  terminal 

disease,  aggressive  treatment  includes  the  use  of  antiemetics,  analgesics, 

stool  softener,  and  oral  hydration. 

a.  Antiemetics  -  Often,  both  an  antihistamine  and  phenothiazine 
are  administered  to  eliminate  nausea  and  limit  the  vomiting 

to  once  or  twice  daily  or  less.     Initial  therapy  using  the  intramuscular 
route  for  rapid  relief  should  be  changed  to  the  oral  or  suppository 
route  as  soon  as  possible. 

b.  Analgesics  -  Abdominal  pain  usually  requires  the  use  of 
narcotics.    Initially,  the  control  of  pain  is  established  with 
administration  of  an  intramuscular  narcotic  (preferably  morphine) 
and  then  switched  to  the  use  of  oral  morphine  solution. 

A  gastrointestinal  sedative  usually  controls  any  cramping  which 
may  occur  because  of  increased  peristasis. 

c.  Stool  softeners  -  The  use  of  stool  softeners  may  be  effective 
in  cases  of  partial  obstruction  because  it  prevents  constipation 
and  future  obstruction. 

d.  Oral  hydration  -  The  use  of  intravenous  fluid  is  usually 
not  necessary  when  vomiting  is  limited.    Instead,  sufficient 
hydration  and  nutrition  can  be  maintained  with  a  diet  of  soft 
foods  and  liquid.    However,  initially  with  severe  vomiting, 
intravenous  administration  of  fluid  may  be  indicated. 

D.    Respiratory  Symptoms 

Dyspnea  -  This  symptom  requires  much  calm  and  quiet  reassurance  by 
both  staff  and  family.    Every  effort  should  be  made  to  see  that  someone 
is  with  the  patient  as  much  as  possible.    Proper  positioning  in  bed 
or  in  a  reclining  chair  is  very  helpful.    Good  mouth  care  is  particularly 
important  because  of  breathing  by  mouth. 

Other  specific  methods  of  treatment  include:    a)  nasal  oxygen, 

b)  systemic  steroids  (useful  for  managing  lymphatic  spread),  c)  anxiolytics 

(useful  when  dyspnea  is  associated  with  anxiety  attacks),  d)  thoracentesis 

(performed  with  or  without  chemotherapeutic  agents  when  pleural  effusion 

occurs)  and  e)  narcotics  (especially  morphine),  help  to  decrease 

dyspnea  and  in  severe  cases  of  air  hunger,  may  be  the  only  appropriate 

method  to  control  this  symptom. 

Respiratory  Infection  -  In  the  early  stages  of  malignant  disease, 
antibiotics  are  often  effective  in  controlling  infection.    They  may 
be  particularly  effective  in  decreasing  sputum  production.    In  the 
advanced  stage  of  terminal  illness,  however,  when  pneumonia  develops, 
antibiotics  usually  are  not  effective  since  the  patient's  defense 
mechanisms  are  compromised  and  the  infective  organisms  are  resistant 
to  antibiotic  therapy. 


Broncho-spasm  -  Bronchodilators  are  effective  in  controlling  this 
symptom. 

Cough  -  Narcotics  are  the  most  effective  methods  of  treatment  for 
suppressing  cough.    Morphine  given  for  pain  also  acts  as  a  cough 
suppressant.    Physiotherapy  and  hydration  are  effective  in  producing 
expectoration. 

Secretions  -  As  the  patient  nears  death,  his  chest  may  fill  with 
moist  secretions.    An  anticholinergic  agent  is  very  effective  in 
drying  these  secretions.    When  the  patient  is  unable  to  expectorate 
because  of  an  accumulation  of  sputum,  it  may  occasionally  be  necessary 
to  use  suction. 


E.  Urinary  Tract  Problems 

The  most  common  urinary  problems  associated  with  terminal  illness 
are  urinary  incontinence,  urinary  tract  infections,  and  hematuria. 
Urinary  tract  infections  should  be  treated  with  the  appropriate  antibiotic 
as  determined  by  the  culture  and  sensitivity  of  the  urine. 

If  incontinence  occurs  only  at  night,  treatment  can  be  approached 
by  frequent  waking,  comdom  drainage  or  administration  of  diuretics 
only  in  the  morning.     If  incontinence  occurs  throughout  the  day  and 
night,  an  indwelling  catheter  should  be  considered.     Routine  irrigation 
or  prophylactic  antibiotics  are  not  recommended.     Irrigation  with 
sterile  saline  should  be  used  if  debris  becomes  a  problem. 

Hematuria  -  When  this  condition  is  present,  use  of  a  mushroom 
type  catheter  is  effective.  In  order  to  prevent  the  catheter 
from  being  blocked  by  clots,  regular  irrigation  should  be  performed. 

F.  Psychological  Symptoms 

Insomnia  -  In  managing  and  treating  insomnia,  barbiturates  should 
be  avoided  if  possible.    Sedatives  -  hypnotics,  antihistamines,  benzo- 
diazepines, and  tricyclic  medications  may  be  considered.  Analgesics 
and  antiemetics  may  also  be  helpful  due  to  their  sedative  effect 
on  the  patient. 

Depression  -  Although  it  is  expected  that  the  dying  patient  must 
undergo  a  certain  amount  of  normal  grief,  including  a  stage  of  depression, 
the  emotional  support  the  patient  receives  from  the  staff  and  the 
family  cannot  be  overs tressed.    When  the  depression  is  either  prolonged 
or  extreme  in  severity,  tricyclic  antidepressants  should  be  considered. 
Drug  therapy  in  elderly  or  debilitated  patients  should  be  initiated 
at  a  lower  dosage. 
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G.     Neurological  Symptoms 


Paralysis  -  Paralysis  (hemiplegia  or  paraplegia),  as  a  complication 
of  advanced  malignant  disease,  may  be  managed  through  conventional 
medical  approaches.    The  health  care  staff  can  encourage  realistic 
goals  through  physiotherapy.    Contractures  can  be  prevented  with 
passive  exercises. 

Organic  Brain  Syndrome  -  Easily  correctable  causes  should  first  be 
eliminated  as  the  source  of  the  problem,  including  review  of  drugs 
and  dosages.    This  is  especially  important  in  the  presence  of  renal 
or  hepatic  disease. 

Patients  who  develop  an  organic  brain  syndrome  should  have  a  stable 
environment  with  a  consistent  and  well  ordered  routine  to  avoid  confusion 
and  disorientation.    For  patients  who  become  severely  agitated,  paranoid 
or  irritable,  drug  therapy  may  be  indicated.    Staff  and  family  should 
give  frequent  reminders  and  clues  to  orient  the  patient.  Unusual 
sounds  should  be  avoided  if  possible.    Night  lights  also  help  to 
prevent  confusion  and  disorientation.    In  terms  of  drug  therapy, 
haloperidol,  thioridazine,  and  chlorpromazine  have  promise  and  have 
proven  to  be  effective  in  some  cases  for  a  specific  indication. 

H.    Prevention  of  Physical  Complications 

Skin  Problems 

Pruritus  and  decubitus  ulcers  are  often  associated  with  terminal 
disease  and  with  careful  attention  and  proper  treatment,  these  problems 
can  frequently  be  prevented.    Moisturizers,  skin  creams,  and  bath 
oils  alleviate  pruritus  when  it  is  caused  by  dry  skin.    When  caused 
by  systemic  disease  or  sensitivity  reactions,  antihistamines  offer 
at  least  partial  relief.    Prevention  of  decubitus  ulcers  can  be  achieved 
by  keeping  the  skin  clean  and  dry,  frequent  position  changes  to  avoid 
constant  pressure  to  any  skin  area,  and  use  of  air  mattresses  half 
filled  with  water  for  bedridden  patients.    The  use  of  a  sheep  skin, 
corn  starch  or  other  non-perfumed  powders  are  helpful  in  keeping 
moist  skin  areas  dry. 

Pathological  Fractures 

Many  terminally  ill  cancer  patients  have  metastatic  bony  lesions 
which  are  subject  to  pathological  fracture.    These  patients  should 
be  moved  and  turned  gently.    At  times  splinting  may  be  indicated. 
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VII.    Staff,  Professionals  and  Caregivers:    An  Interdisciplinary 


Approach 


The  interdisciplinary  team,  a  mutually  supportive  group  working  together, 
is  the  basic  philosophical  approach  for  improved  terminal  care  for 
patients  and  their  families.  This  counteracts  a  fragmentation  of 
care  for  dying  patients  and  ensures  comprehensiveness  and  continuity 
of  care.     The  participating  members  of  the  team  include  the  patient, 
the  immediate  family,  primary  care  physician,  nurses,  social  workers, 
volunteers  and  other  health  care  staff.  The  entire  staff  has  a  responsibility 
to  learn  to  be  critically  sensitive  to  the  physical  and  emotional 
needs  of  each  patient  for  whom  they  care.    Emotional  pain  in  particular 
is  too  often  ignored  and  yet  it  is  the  emotional  pain  that  frequently 
causes  or  contributes  significantly  to  the  total  pain  and  discomfort 
experienced  by  the  patient/family  unit.    Often,  an  empathetic  listener 
is  more  helpful  to  a  patient  in  alleviating  fear  and  pain  than  drug 
therapy  can  ever  be.    A  good  health  care  team  learns  to  make  appropriate 
judgments  as  to  when  the  patient  needs  drug  therapy  or  some  other 
form  of  medical  treatment  and  when  the  patient  needs  psychological 
support. 

Sylvia  Lack,  Medical  Director  of  Connecticut  Hospice,  Inc.,  in  Branford, 
Connecticut,  described  one  aspect  of  a  palliative  care  team  as  follows: 


Any  group  concerned  with  service  to  the  dying  should  be 
talking  about  smoothing  sheets,  rubbing  bottoms,  relieving 
constipation,  and  sitting  up  at  night.     Counseling  a  dying 
person  who  is  lying  in  a  wet  bed  is  ineffective.  Such 
concerns  loom  large  in  the  lives  of  critically  ill  patients 
and  must  be  of  importance  to  the  physician  if  the  physician 
is  to  treat  the  whole  person.    A  certain  amount  of  interdis- 
ciplinary role-blurring  may  be  necessary  to  ensure  patient 
comfort  at  all  times.  30/ 

The  key  to  interdisciplinary  care  is  effective  communication  and  can 
best  be  accomplished  by  having  the  team  sit  down  together  at  regular 
conferences  to  develop  an  individualized  plan  of  care  for  the  patient 
and  family.    As  the  Palliative  Care  Service  so  succinctly  stated: 

Fundamental  to  the  team  approach  is  the  concept  that  no 
one  person  has  all  the  answers  and  that  total  care  is  made 
easier  by  a  variety  of  personnel  with  a  variety  of  resources, 
working  together.    Such  a  team  approach,  however,  is  not 
an  easy  task  and  members  must  resolve  to  break  down  interpro- 
fessional rivalries  and  set  aside  defensive  attitudes. 
Communication  is  essential  and  requires  both  time  and  effort. 

The  energy  expended  in  team  development  and  communication 
has  resulted  in  improved  patient/family  care.  31/ 
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VIII.    Training  and  Continuing  Education    32/  33/ 


In  relation  to  hospice  care  it  must  be  understood  that  not  all  physicians, 
nurses,  social  workers  and  other  health  professionals  have  the  necessary 
training  to  be  effective  in  working  with  dying  patients  and  their 
families. 

The  current  thrust  of  some  educational  institutions  toward  providing 
courses  on  death  and  dying  is  an  excellent  and  much  needed  progressive 
step.    An  extensive  educational  program  should  be  organized  in  medical, 
nursing,  social  work  and  other  professional  schools  and  in  institutions, 
not  only  to  teach  methods  of  pain  and  symptom  control  and  how  to  deal 
with  dying  patients,  but  also  to  enhance  the  concept  of  death  as  a 
natural  process.     Instructions  dealing  with  psychological  management 
should  be  an  integral  part  of  the  basic  curricula  of  health  professionals 
as  well  as  programs  of  continuing  education  for  health  care  givers 
working  with  dying  patients  and  their  families. 

Education  of  Practicing  Health  Professionals 

Principles  of  terminal  care  should  be  widely  disseminated  to  all 
physicians,  nurses,  social  workers,  and  other  health  professionals 
so  that  they  can  educate  the  family  members  to  the  rudiments  of  care. 
The  physician  should  be  schooled  in  the  principles  and  practices  of 
palliative  care,  with  special  skills  and  expertise  in  sophisticated 
symptom  management,  particularly  pain  prevention  and  control,  to  permit 
an  understanding  of  the  psychological  impact  of  terminal  illness  on 
the  patient  and  family. 

Examples  of  other  ways  to  communicate  information  on  terminal  care 
to  health  professionals:    course  offerings  by  professional  organizations 
to  demonstrate  to  health  professionals  the  concepts  of  terminal  care 
especially  symptom  control  such  as  pain;     inclusion  of  information 
on  terminal  care  in  appropriate  programs  of  continuing  education 
credit  for  all  health  professionals;  and  assessment  by  State  and 
local  health  departments,  as  well  as  voluntary  health  organizations, 
concerning  terminal  illness  to  the  health  professions. 

Patient/Family  Information 

Information  about  terminal  illness  needs  to  be  timely  and  complete, 
including  full  information  for  both  the  patient  and  the  family. 
Educational  materials  should  be  developed  emphasizing  control  of 
symptoms,  and  the  psychological,  social,  and  spiritual  preparation 
of  the  patient  and  family. 

All  patients  entering  this  state  of  illness  and  their  families  should 
be  provided  access  to  relevant  educational  materials.  34/ 
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Training  of  Lawmakers  and  Health  Policy  Developers 


There  is  need  for  further  educating  lawmakers  about  terminal  illness 
and  hospice  concept  and  philosophy.    Even  though  some  States  do  not 
have  operative  hospices,  numerous  groups  are  forming  in  all  parts 
of  the  country  to  learn  and  teach  the  hospice  philosphy.  Lawmakers 
at  both  the  State  and  Federal  levels  should  avail  themselves  of  these 
resources.  Licensure,  accreditation  and  reimbursement  are  still  to 
be  defined  at  the  State  and  Federal  levels. 

IX.     Costs  of  Hospice  Care 

In  an  era  of  constantly  rising  health  care  costs,  the  cost  ratio 
of  a  given  plan  for  patient/family  care  achieves  increased  relevance 
and  significance.    Thus,  the  wisdom  of  utilizing  hospice  care  must 
be  compared  and  evaluated  in  light  of  traditional  or  existing  plans 
for  the  terminally  ill. 

Enormous  funds  are  expended  each  year  for  the  care  of  the  terminally 
ill.    More  than  two  million  people  die  in  this  country  annually, 
therefore,  any  one  is  a  potential  user  of  the  hospice  program. 

In  general,  dying  in  the  hospital,  with  intensive  use  of  life  sustaining 
procedures  in  a  terminal  illness,  may  be  economically  unsound.  As 
indicated  elsewhere  in  this  paper,  the  use  of  intensive  life  sustaining 
care  provided  in  a  hospital  may  be  unnecessary  or  inappropriate  for 
some  terminally  ill  patients;  other  forms  of  care  (hospice)  may  be 
utilized  as  an  alternative.    Little  is  known  about  the  cost  of  hospice 
care  in  the  United  States,  due  in  part  to  its  early  state  of  development. 

To  ascertain  the  cost-effectiveness  and  cost  impact-benefits  of  hospice 
care,  several  elements  must  be  considered  in  the  cost  per  unit  of 
care  and  the  extent  to  which  the  public  utilizes  these  units. 

One  element,  that  of  cost  per  unit,  is  in  turn  dependent  on  a  number 
of  factors: 

Organizational  location  -  Is  the  hospice  hospital-based; 
based  at  some  other  institution;  a  freestanding  program; 
home-based  or  some  combination? 

Services  -  Does  the  hospice  provide  services  in  the  hospital, 
as  well  as  at  home;  does  the  program  make  maximum  use  of 
family  and  volunteers;  what  are  the  staffing  patterns  generally; 
and  to  what  extent  are  services  provided  to  the  family 
after  the  death  of  the  patient? 

Utilization  -  Is  there  an  optimum  or  critical  level  at 
which  utilization  is  effective? 
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Other  elements  that  affect  costs  are: 

Third-party  payors  -  public  and  private. 
Social  and  cultural  factors. 
Availability  of  alternative  care. 

Geographic  location  of  hospice  program,  i.e.,  urban  or  rural. 
Physician  acceptance  and  patient  referral. 
Community  knowledge  of  hospice  program. 

Present  orientation  of  health  professionals,  hospitals,  and  nursing 
homes  should  be  compatible  with  hospice  ideals.    Cost  factors  will 
need  to  be  identified  by  formalized  study. 

Third-Party  Payors  Look  at  Costs 

o       Health  Care  Financing  Administration  (HCFA)  National  Hospice 
Comparative  Study 

These  are  Medicare/Medicaid  experimental  projects  designed  to  provide 
significant  insights  into  the  cost  and  cost-impact  as  well  as  quality 
of  care  issues  of  hospice  care  in  the  United  States.    Central  to 
these  demonstrations  will  be  an  independent  evaluation  using  a  quasi- 

expermental  design  to  assist  the  Department  of  Health  and  Human  Services 
in  making  policy  decisions  regarding  coverage  of  hospice  services. 
Comparisons  will  be  made  of  care  in  waivered,  and  non-waivered  hospices 
and  in  traditional  care  settings. 

Waivers  of  Medicare  coverage  and  reimbursement  requirements  and  exclusions 

have  been  granted  to  26  demonstration  hospices  to  permit  payment 

for  hospice  services  to  patients  with  a  life  expectancy  of  six  months 

or  less,  (a  primary  care  giver  available  on  an  around-the-clock  basis 

and  entitlement  to  Medicare's  Hospital  Insurance  Benefits  and  Supplementary 

Medical  Insurance  Benefits  or  Medicaid  eligibility).    The  Federal 

government  does  recognize  that  reimbursement  policies  are  inadequate 

for  hospice  patients.    Examples  of  Medicare  requirements  and  exclusions 

waivered  follow. 

Medicare  waivers  for  in-home  hospice  services  include: 

Three-day  prior  in-patient  stay  requirements. 

"Home-bound"  requirement  for  home  health  services. 

Exclusion  of  drugs  and  biologicals  provided  in  the  home. 
Drugs  prescribed  for  palliative  purposes  which  are  medically 
recognized  and  accepted  will  be  reimbursed  by  the  Medicare 
program.     These  include  antidepressants,  antiemetics,  and 
steroids. 
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"Skilled  nursing  requirement"  so  that  payment  will  be  made 
for  services  which  are  usually  considered  at  a  custodial 
level  of  care. 

A  new  plan  of  treatment  upon  a  patient's  discharge  following 
reins titutionalizat ion. 

Limitation  on  the  90-day  hospital  and  100-day  skilled  nursing 
facility  (SNF)  benefit  periods. 

Deductible  and  coinsurance  for  a  patient  admitted  to  an 
institutional  hospice.    The  deductible  for  home  health 
benefits  has  also  been  waived. 

Permission  to  reimburse  for  homemaker  services,  institutional 
respite  care  and  three  bereavement  assessment/counseling  visits. 


o    Blue  Cross  and  Blue  Shield 

A  statement  regarding  hospice  care  and  payment  for  hospice  services 

was  approved  November  8,  1978  by  the  Boards  of  the  Blue  Cross  and 

Blue  Shield  Associations.    Because  the  Blue's  experience  with  hospice 

care  in  limited,  the  statement  is  a  preliminary  position  that  will 

evolve  into  a  more  permanent  policy  as  the  development,  cost,  utilization, 

and  quality  of  hospice  services  are  studied  and  evaluated  further. 

The  Blues  support  the  basic  concepts  and  philosophy  of  hospice  care. 
Based  on  the  overall  criteria  of  demonstrated  community  need,  medically 
acceptable  standards  of  quality,  and  efficient,  economical  delivery 
of  hospice  care,  the  following  principles  will  be  used  to  determine 
payment  for  hospice  services: 

Initial  payment  for  hospice  services  should  be  made  on 
a  pilot  or  demonstration  basis  with  a  limited  number  of 
providers. 

Payments  for  services  should,  where  possible,  be  made  under 
existing  benefit  provisions  or  modifications  of  existing 
benefit  provisions. 

Patients  must  meet  written,  detailed  definitions  of  benefit 
eligibility. 

Hospice  services  to  be  paid  for  must  have  specified  purpose 
and  scope. 

Incentives  that  encourage  delivery  and  use  of  the  most 
economical  and  efficient  hospice  services  should  be  provided 
in  benefit  and  payment  terms. 

Payments  for  services  of  a  hospice  program  of  care  generally 
should  not  exceed  payments  for  a  program  of  acute  inpatient 
services  that  would  be  available  and  medically  appropriate 
for  the  same  patient. 
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Summary 


In  summary,  although  terminal  care  and  hospice  concepts  are  well 
defined,  hospice  is  still  a  burgeoning  movement.    Eight  hundred  (800) 
hospices  in  varied  stages  of  development  have  been  identified  by 
a  recent  Joint  Commission  of  Accreditation  Hospitals  survey.  35/The 
National  Hospice  Organization,  a  nonprofit  organization  concerned 
with  the  hospice  movement,  progress  and  issues  in  hospice  development 
and  administration  as  well  as  current  legislative  matters  is  a  viable 
organization  with  a  full-time  executive  director,  Dr.  Josefina  Magno. 
Effort  is  currently  being  made  through  funding  by  a  private  foundation 
for  the  development  of  Hospice  Standards  and  Guidelines  which  will 
assure  a  high  quality  or  at  least  an  acceptable  standard  of  care. 
Costing  studies  are  on-going  at  the  private,  State  and  Federal  levels. 
Thus,  the  momentum  for  improved  terminal  care  continues  unabated. 
Hopefully,  this  report  will  provide  enough  information  to  health 
professionals  to  pique  their  interest  for  further  study  and  encourage 
them  to  include  some  if  not  all  of  the  concepts  contained  in  this 
report  in  their  care  plans  which  can  be  applied  not  only  for  terminal 
cancer  patients  but  to  all  terminally  ill  patients. 


17 


REFERENCES 


Ng,  L.  K.  and  Bonica,  J.  J.  (ed.)  Pain  and  Discomfort  and  Humanitarian 
Care:     Developments  in  Neurology,  Volume  4,  Alsevier,  Inc.: 
North-Holland,  New  York  1980. 

2/      Ibid.    pp.  313-351 

3/     Ibid.    pp.  353-365 

4/      The  Interagency  Committee  on  New  Therapies  for  Pain  and  Discomfort: 
Report  to  the  White  House,  U.S.  Department  of  Health,  Education 
and  Welfare,  Public  Health  Service,  National  Institutes  of  Health, 
May  1979. 

5/      Kubler-Ross,  E.,  On  Death  and  Dying.    Macmillan,  New  York,  1969. 

6/      Krant,  M.J.,  "Hospice  Philosophy  in  Late-Stage  Cancer  Care." 
JAMA  245:  1061-1062. 

7/      Op.  Cit.    The  Interagency  Committee  on  New  Therapies  for  Pain 
and  Discomfort,  IV-3. 

8/      Palliative  Care  Service  Pilot  Project  1975/1977  Royal  Victoria 
Hospital,  McGill  University:    Montreal,  1977  p.  63. 

9/      Op.  Cit.    The  Interagency  Committee  on  New  Therapies  for  Pain 
and  Discomfort,  p.  11. 

10/      Saunders,  C,  "The  Challenge  of  Terminal  Care,"  from  Scientific 
Foundation  of  Oncology,  edited  by  T.  Tymptom  &  R.  L.  Carter, 
W.  Heinemann,  Medical  Books,  Ltd.,  London,  1975. 

1 1/      Op.  Cit.  The  Interagency  Committee  on  New  Therapies  for  Pain 
and  Discomfort,  pp.  12-13. 

12/      Lindeman,  E.,  "Symptomatology  and  Management  of  Acute  Grief," 
American  Journal  of  Psychiatry,  101,  1944,  141-148. 

13/      Saunders,  C. ,   (ed.).    The  Mangement  of  Terminal  Disease.  Edward 
Arnold  Publisher:    London,  1979. 

14/  Op.  Cit.  Palliative  Care  Service  Pilot  Project  1975/1977,  Royal 
Victoria  Hospital. 

15/      Lack,  S.,  "Hospice  -  A  Concept  of  Care  in  the  Final  Stages  of 
Life."    Connecticut  Medicine,  43:6,  367-372. 

16/  Op.  Cit.  Ng,  L.K.  and  Bonica,  J.J.,  "Pain  Research  and  Therapy: 
Past  and  Current  Status  and  Future  Needs."  Pain  and  Discomfort 
and  Humanitarian  Care:     Developments  in  Neurology,     pp.  14-15. 

17/  Ibid. 


19 


18/      Mount,  B.M.,  Ajemian,  I.,  Scott,  J.F.  "Use  of  Brompton  Mixture 

in  Treating  the  Chronic  Pain  of  Malignant  Disease."    CMA  Journal 
115:  122-124. 

19/      Beaver,  W.T.,  "Management  of  Cancer  Pain  With  Parenteral  Medication," 
JAMA  244:  2653-2657. 

20/      Kaiko,  Robert  F. ,  Ph.D.  et  al,  "Analgesic  and  Mood  Effects  of 

Heroin  and  Morphine  in  Cancer  Patients  with  Postoperative  Pain." 
NEJM  304:1501-1505. 

21 /      Twycross,  R.,   "Overview  of  Analgesia."  Paper  presented  at  the 
International  Meeting  on  Cancer  Pain,  Venice,  Italy  1978. 

22/      Op.  Cit.  Mount,  B.M.,  "Use  of  Brompton  Mixture  in  Treating  the 
Chronic  Pain  of  Malignant  Disease." 

23/  Ibid. 

24/      Saunders,  C,  "Hospice  Care."    Am.  J.  Med.  65:  726-728,  1978. 

25/      Op.  Cit.  Twycross,  R.  "Overview  of  Analgesia." 

26/  Vere,  D.W.,  "Pharmacology  of  Morphine  Drugs  Used  in  Terminal 
Care,"  Topics  in  Therapeutics,  Pitman  Medical:  75-83,  Kent, 
England,  1979. 

27/      Op.  Cit.  Beaver,  W.T.,  "Management  of  Cancer  Pain  with  Parenteral 
Medication. " 

28/      Lewis,  B.,  "The  Use  of  Opiate  Analgesics  in  Cancer  Patients," 
Cancer  Treatment  Prospects,  63,  341-342,  1979. 

29/      Op.  Cit.    The  Interagency  Committee  on  New  Therapies  for  Pain 
and  Discomfort,  pp.  14-16. 

30/      Lack,  S.,  "Philosophy  and  Organization  of  a  Hospice  Program," 

First  National  Training  Conference  for  Physicians  on  Psychosocial 
Care  of  the  Dying  Patient,  Charles  Farfield,  Ph.D.,  Editor, 
University  of  California  School  of  Medicine,  San  Francisco, 
1976. 

31/      Op.  Cit.    Palliative  Care  Service  Pilot  Project  1975/1977,  Royal 
Victoria  Hospital,  p.  103 

32/      Cohen,  K.P.,  Hospice ,  Prescription  for  Terminal  Illness.  Aspen 
Systems  Corporation,  Germantown,  Maryland,  1979. 

33/      Harper,  B.C.,  Death:     The  Coping  Mechanism  of  the  Health  Professional. 
Southeastern  University  Press,  Greenville,  South  Carolina,  1977. 

34/      Fact  Sheet  Control  of  Cancer  Pain.     NIH,  NCI,  0CC,  1981. 

35/      Personal  Communication. 


SEPTEMBER  1982 


20 


ftU.S.   GOVERNMENT  PRINTING  OFFICE:  1983-381-858:157 


U.S.  Department  of  Health  and  Human  Services 

Health  Care  Financing  Administration 

HCFA-82-02152 


